THE patient presented himself at the hospital with typical symptoms of a pharyngeal diverticulum, the presence of which was confirmed by X-ray examination. The sac was removed by a two-stage operation. At the first stage the sac was isolated up to the neck in the usual way. At the second, the sac was removed in the following manner: A purse-string suture of silk was inserted through the pharyngeal muscle around the orifice of the sac; the neck of the sac was then crushed by an appendix clamp, and after a short interval the clamp was removed, the sac cut off, and the stump touched with pure carbolic acid. The stump was then invaginated into the pharynx, and the purse-string suture tied. No other suture was used. The skin incision was closed, a drainage tube being left in position. Intratracheal ether was the anaesthetic employed, and no feeding-tube was used. The patient made an uneventful and uninterrupted recovery.
X-ray photographs of the condition, before and after operation, are shown.
Discussion.-Mr. A. J. M. WRIGHT, commenting on the remark that no feeding tube. was used, said he regarded this as a very important point. He thought the surgery of these cesophageal cases was now passing through the same evolution as the surgery of gastric cases. In treatment of the latter kind of case, in former days, the surgeon starved the patient for a long period, fearing leakage at the junction. He felt sure there was less risk if natural feeding was carried out soon after the operation than if a tube was inserted into the cesophagus. The damage done to the patient by starvation was much greater than that which might occur by running the doubtful risk of leakage. Mr. NORMAN PATTERSON asked what was the interval between the first operation and the second.
Mr. KISCH (in reply) said that if he obtained good closure, he did not use a feeding tube. If he thought a tube was likely to be necessary he used it for a week beforehand in order to accustom the patient to it. He did not use a tube if he could avoid it, and he had not had trouble from the omission. A week elapsed between the two operations.
He showed this case: first, because there was a slight alteration in the technique; secondly, to obtain opinions as to the danger of operating on this condition. During the last u-L 2 * normal position in the arch; the maxillary deciduous molar was ground, and five months later, being a little loose, was removed, and since then (exhibit 31, fig. 14) the premolar which was in the cyst has come into its normal position in the arch and into normal occlusion. The photograph shows the condition 665 days after operation. There has been no mechanical assistance whatever.
Case III.-B.N. (exhibit 32), a female, aged 6, presented herself on December 17, 1925, with a swelling, having a similar history as regards the maxillary right incisor region. Both deciduous incisors on that side were in place, carious and with dead and infected pulps, but on the left side the deciduous first incisor had been lost and the corresponding permanent incisor was about one-third erupted. The skiagram (exhibit 33) shows the right permanent first incisor high up and with an area of rarefaction round its crown; both first incisors are otherwise developed to much the same extent. A piece of tissue, outlined on exhibit 32 and including both deciduous incisors on the right side, was removed and showed (exhibit 34) oni microscopical examination with the first incisor in sttu, a cyst cavity having an epithelial lining of very varying thickness, which, by moving the slide, can be traced almost into direct continuity with the root of the first incisor. Round the apex of this tooth there is much epithelial proliferation, and there are epithelial processes and loops on the outer aspect of the cyst; outside this lies connective tissue and some thinned-out alveolar bone, but in places the alveolar bone has disappeared, notably from the area adjacent to the tooth, so that the tooth has no bony socket on its labial aspect; gum, covered by its normal surface epithelium, is seen outside whatever bone is present.
The subsequent history is seen in exhibit 35 which sbows the condition eighteen days after operation, with the right permanent first incisor well presenting, and exhibit 36 which shows the condition 102 days after operation, with the tooth erupted still further. I then lost sight of this child for some ten months, but eventually traced her to Devonshire, and through the kindness of a friend obtained the final model (exhibit 37) which shows the condition 397 days after operation, with the permanent right first incisor erupted as far as its fellow of the opposite side, but rather crowded in the arch.
Case IV.-The details of this case need not be given. It occurred in a male, aged 8, in the mandibular right deciduous first molar region, that tooth being present and " dead." The course of the case was similar to that of others. The serial models, skiagram and section are on view as exhibits 38, 39, 40, 41, 42 and 43, and the dates of each are appended.
It will be noticed that in the four cases I have quoted-which are the only cases I have so far treated in this manner-the ages of the patients were very near to the normal eruption dates of the permanent teeth affected by the cysts, and I have no doubt that this was much in favour of the treatment which was carried out. I have not had the opportunity of trying it in a case at a later age though I should much like to do so. I imagine that the -nearer the age of normal eruption the obstruction is removed, the greater and more rapid will be the degree of success attained. But, again, this will depend on the size of the cyst.
In conclusion, I suggest that I have now demonstrated to you:
(1) That granulomata occur on deciduous teeth.
(2) That dental cysts occur on deciduous teeth.
(3) That when dental cysts occur on deciduous teeth they may envelop adjacent unerupted permanent teeth.
(4) That cysts on deciduous teeth may obstruct, delay or misdirect the eruption of adjacent permanent teeth.
(5) That, on the removal of the obstruction, eruption of the underlying tooth may be resumed. (6) That, when in the process of its growth a dental cyst envelops an unerupted tooth, a dentigerous cyst is produced, Of the ten reasons I gave you in support of my thesis in 1922, five (Nos. 1. 2, 4, 9 and 10) were already recognized clinical facts which I incidentally confirmed or demonstrated. Five others (Nos. 3, 5, 6, 7 and 8) I demonstrated at that time, and now again demonstrate in some detail.
You will observe that I have not tried to prove-that dentigerous cysts always arise from septic, deciduous teeth but only that they very frequently and indeed usually do so.
It has been suggested that a comparison of the different innocent epithelial growths, believed to originate from the epithelial dental formative organs, might usefully be made at this point (exhibit 44, fig. 15 ).
The dental cyst as usually found has been shown by Mr. J. G. Turner to be caused by the stimulus of infection derived from a dead permanent tooth acting on the epithelial remnants of the sheath of Hertwig, that being the only epithelium in the neighbourhood.
The dentigerots cyst which involves a permanent tooth I have endeavoured to show as arising in a similar manner, except that the stimulus usually originates in a dead deciduous tooth, but may be derived from a dead permanent molar, when it involves permanent molars. In the case of this cyst, however, there are several groups of cells from which it may grow. The cyst of eruption over a deciduous tooth or a permanent tooth which has no predecessor, though of similar histological structure to both the former cysts, obviously cannot arise from the same cause. It might arise from trauma, but I do not think this is probable unless it is the gentle force of an unusually slowly erupting tooth which is the stimulus. Consideration of this cyst surely emphasizes the important fact that we do not yet comprehend all the possible causes of epithelial cystic growth. In this particular instance there appears to be merely a perversion of an ordinary physiological process.
We may, therefore, surmise that both dental and dentigerous cysts may occasionally be due to such a cause as would give rise to this cyst of eruption, or to some other cause at present unrecognized. An eruption cyst with the deciduous, or any other tooth presenting, is to all intents and purposes a dentigerous cyst, and should consequently, I affirm, be classed as an odontome.
Apart from the effects of infection, of certain light rays, of thermal changes, of trauma and of certain drugs on the proliferation of cells, we know only too little about the causes of cell growth.
year he had had several cases in which he had advised operation, and they were referred to well-known Members of this Section, who advised against operation. These patients were persons aged 55 to 60. One such patient was obviously starving, and he (the speaker) proposed to operate upon him. He went to another Member, who said the operation was too dangerous and that the man was too ill. It was not done, and the man died of starvation. He ought to have been operated upoII, and he thought the proper thing, in that case, would have been to suspend the pouch and allow the man to take food. After feeding up, removal could be done at a second operation. The surgeon ought not to allow a man with this condition to starve.
The other man whose case he had in mind was in good condition; he had a sac which he could empty himself. He (Mr. Kisch) advised operation because the patient was very uncomfortable and because there was danger in leaving such sacs. In one case a sac was left and the man developed acute empyema in twenty-four hours. At the post-mortem the sac was found to be full of pus, the pleura had been directly infected from the sac. He did not know whether any Member had seen malignant growth arising from such sacs, but such an occurrence was a possibility.
This man was now well, but be still had his sac. He had hoped this matter would have been discussed. The danger alluded to by the surgeons mentioned was that of mediastinitis following operation. Apparently, when this operation was first performed, somebody had a fatal case, which bad been reported over and over again; the supposed risk had therefore become exaggerated. He did not see why these cases should not be dealt with surgically. There was, of course, more risk in operating on these cases than in removing an appendix, for in an abdominal operation the peritoneum helped one, whereas here there was no peritoneum. If the exit of the sac were properly exposed, there was no difficulty in closing the orifice, and in his cases he had had no trouble or anxiety in regard to leakage.
Chronic Hypertrophic Laryngitis, treated by Diathermy.
By HAROLD KISCH, F.R.C.S. MRS. B. presented herself at hospital with a history of many years' hoarseness, and almost complete loss of voice for two years. There was a grossly deflected nasal septum, and the larynx showed a swelling in the interaryttenoid region, whichi occupied the posterior third of the laryngeal orifice. The usual examinations excluded tuberculosis and syphilis. Under an anaesthetic the swelling was burnt away with diathermy. The patient now has a good voice. A submucous resection of the septum will be performed later.
Discussion.-Dr. JOBSON HORNE (quoting the description in the printed notes of the case) said that the words " the patient now has a good voice," constituted a relative term. There was, undoubtedly, still hoarseness, and prolonged talking would probably produce again " almost complete loss of voice." The present condition, compared with that as given in the notes preceding the application of diathermy, did not appear to show any marked improvement. Moreover it was not reasonable to expect the application of diathermy to " a swelling in the interarytenoid region " in a case like the present one to produce " a good voice," for the reason that the interarytarnoid swelling was not the main cause of the hoarseness. The case was one of pachydermia laryngis, with thickening of the vocal cords and the ventricular bands. General treatment would be of more value than local treatment; depletion, if not bleeding. was required.
Mr. T. B. LAYTON said he was glad to see Mr. Kisch trying a new line of treatment of pachydermia. He was doing what Dr. Jobson Horne suggested, but was getting the depletion from inside the larynx, rather than from some point outside. He was sorry Dr. Horne threw cold water on this attempt, as he (the speaker) had been most disappointed with the results in such cases. Admittedly it was the nasal obstruction which was largely the cause of the laryngitis, but his experience had been that submucous resection did not do the larynx
